The cost of prescriptions for minor tranquillizers, antidepressants and hypnotic drugs has risen dramatically over the past decade. This preliminary report describes a study in progress where counselling facilities are made available in the general practice setting to a random sample of patients consulting their doctor for minor psychological disturbance. The acceptability of counselling and its effect on psychotropic drug prescribing and GP consultation rate will be used as indicators of the effectiveness of the counselling provided. A more flexible approach to counselling, suited to the work-load and time constraints of the primary care setting, is being explored.
Introducion
The cost of prescriptions for minor tranquillizers, antidepressants and hypnotic drugs has risen dramatically over the past decade. This preliminary report describes a study in progress where counselling facilities are made available in the general practice setting to a random sample of patients consulting their doctor for minor psychological disturbance. The acceptability of counselling and its effect on psychotropic drug prescribing and GP consultation rate will be used as indicators of the effectiveness of the counselling provided. A more flexible approach to counselling, suited to the work-load and time constraints of the primary care setting, is being explored.
It is generally accepted that minor neurotic illness accounts for a substantial proportion of the workload in general practice, and the steadily increasing consumption of minor tranquillizers and antidepressant drugs suggests that many doctors treat minor neurotic illness by prescription. It is often said that if more time was available, patients would talk about their difficulties and resolve them without recourse to medication. Thomas (1978) has recently challenged the assumption that the length of consultation influences outcome, finding that the results of both treatment and no treatment in patients with minor complaints in whom no definite diagnosis could be made, were unaffected by the length of the consultation. Thomas does not prescribe psychotropic drugs for minor illness and, in his study, psychological disturbance was not detected in the 'undiagnosed' patients.
The late Michael Balint (1957) described the doctor as the most frequently used drug in general practice, and many doctors have brought Balint's approach to the interpretation of their patient and his illness. Prescribing figures suggest, however, that many doctors resort to the prescription pad in cases of minor psychological distress. Nineteen patients receive prescriptions for psychotropic drugs from their general practitioners for every one patient referred for a psychiatric opinion (Skegg et al. 1977) . Eight million prescriptions for antidepressants, at a cost of £9.1 million, and 20.5 million prescriptions for tranquitlizers, at a cost of £9.5 million, were prescribed in 1975 in England alone (DHSS 1976 ). This figure continues to rise and is a major source of drugs used for self-poisoning; psychotropic drugs obtained on prescription account for 61 000 admissions per year. Other 'hidden costs' of psychotropic drug consumption are difficult to estimate accurately, but are increasingly evident.
A number of reports over recent years have suggested that counselling services provide a useful means of helping people with personal problems and alleviate much emotional distress in clients who use them. Few general practitioners have the time and skills to work in this way, and many doctors use health visitors and social workers to help with problems of social and psychological origin. The traditional time for a formal psychotherapy session is fifty minutes and most counselling services, such as Marriage Guidance, have adopted the fifty minute hour as their basic working model. It is difficult to evaluate such intervention; it has been widely assumed that counselling will only benefit a select group of highly-motivated patients and that medication is likely to be more cost effective and beneficial to the majority of patients. Counsellors, like psychotherapists, show no great willingness to look at what they actually do, and assessment of outcome by the helper or the helped is at best a poor indicator of the effectiveness of this sort of approach. Previous studies reported have offered counselling help to a highly selected group of patients who have self-referred because they thought such an approach would be useful, or who were referred by interested professionals who thought them suitable.
During 1974-75, the Mental Health Foundation supported a pilot project (Meacher 1976) in conjunction with general practitioners. Five experienced nonmedical counsellors took referrals from GPs in the Hampshire market town of Alton, and in the London boroughs of Camden and Lambeth. An evaluation study suggested that the selected patients used the counselling service offered and that those receiving regular counselling help consulted their GPs less and reduced their consumption of psychotropic drugs. The populations studied were very different: the Camden service was used by a mobile, unmarried, 'bed-sit' population, whereas a substantial proportion of the Alton referrals had a previous history of psychiatric treatment and no less than 89% of them were on psychotropic drugs at the time of referral to the counsellor.
Leverhulme Counselling Project
The Leverhulme Counselling Project has been designed to test the findings of the abovementioned pilot project and, for the first time, counselling is being offered to the experimental group on the basis of random allocation. The following hypotheses are being tested:
(1) That counselling will reduce the prescription of psychotropic drugs.
(2) That counselling will reduce the number of consultations with general practitioners.
(3) That a counselling service based in the primary medical care setting will be found acceptable by patients and their general practitioners.
All the GPs working from Alton Health Centre are taking part, and a four-partner citycentre group practice in Southampton provides the other base. The social conditions of the practice populations are dissimilar, but the psychological problems and general neurotic morbidity apparently are not. The inital screen is carried out by the general practitioners who complete a data card on all patients between the ages of 16 and 70 years who consult them at the surgery, and for whom a first or repeat prescription of psychotropic drugs for neurotic disorders is given or considered, or for whom counselling without drugs is considered to be necessary. The data cards are specially printed and numbered yellow FP8 cards, extended at the top by two centimetres. After completing the data card, the doctor checks a list of random numbers, which is replaced at two-weekly intervals; if the number on the patient's data card appears on the list, the patient is offered the opportunity to see a counsellor. For ethical reasons the project has been designed so that the counselling facility is an optional extra for the experimental group and no patient is deprived of help or treatment otherwise available to them. The doctor may refrain from offering counselling if he thinks it is contraindicated in a particular case, and he will not necessarily know whether the patient offered counselling will in fact take advantage of the offer.
Two experienced counsellors each spend twenty hours weekly in the practices, dividing their time equally between Alton and Southampton. Appointments are available during the morning, afternoon and evening, so that it is possible for patients to attend for counselling without losing time from work. The doctors and counsellors meet informally on the premises so that any anxieties or information can be shared, as is the responsibility for patients referred to the counsellors. The counsellors meet the consultant psychotherapist weekly for supervision when clinical aspects of their case-load, professional problems and early difficulties can be identified and discussed.
This study is intended to evaluate the counselling service, not the counsellors. It is not possible to evaluate what goes on between patient and counsellor during sessions, but some effects of the intervention can be studied. Prescriptions for psychotropic drugs, consultations with the general practitioner and time spent with the counsellor are easily measured and recorded. The project is providing an opportunity to develop a new model for counselling, Journal ofthe Royal Society ofMedicine Volume 72 September 1979 659 which will be more appropriate to the needs and demands of the patient and the primary care setting than is the traditional therapeutic hour. Flexibility is vital if counselling is to be seriously considered as a realistic alternative to 'pills for personal problems'. The counsellors are under considerable pressure, having to work with randomly-selected patients who may not be able to benefit from their approach, and also under unfamiliar time constraints. They continuously have to make decisions about the appropriateness of what they have to offer and the best way to make it available in a reasonable time. It is expected that our findings will enable us to recognize characteristics of patients for whom counselling is an acceptable, appropriate and therapeutic exercise and, conversely, to recognize those for whom it is likely to have no benefits. The general practitioner's pattern of prescribing for the symptoms which the patients present should emerge clearly.
During the first six months of the project, 655 patients entered the study, of whom 223 were offered counselling; 56% accepted the counselling offered. All of the patients offered counselling and a proportion of those not offered counselling, who will form the comparison group, will be followed up one year after the initial consultation, when they will be interviewed by an independent assessor who does not know to which group they belong. The assessor will be using a standard interview form, devised to elicit the following information:
(1) Whether the patient is currently taking medication.
(2) Whether treatment offered one year ago was helpful.
(3) Whether the patient feels the situation requiring the initial consultation is better/worse/unchanged. (4) Whether major life changes have occurred during the past twelve months. (5) Whether the patient identifies any causal factor for the complaint leading to the initial consultation.
Twelve months after entry, the information collected on the yellow FP8 cards will be coded and computed and compared with the counsellor's initial data and the assessor's findings. This data should provide a factual basis for evaluating counselling provision in the general practice settinga major step in this type of work.
Preliminary results
Of the 223 patients offered counselling during the first six months, 135 had made an appointment to see one of the counsellors, and only 6 of these had failed to make the contact. At six months, 39 patients are still in treatment and one patient has died. The remaining 89 patients have terminated counselling, 61 by mutual consent and 28 prematurely; of these 89 patients, improvement has been noted in 79, with no improvement in 1O.
